Management of a bone defect of the femur larger than 6 cm in the long bone is a clinical challenge. Autogenous grafts, allografts, and microvascular bone grafts combined with different fixation techniques have been used clinically, with various results and experiences [1] . Owing to the advantages of early incorporation, hypertrophy, and a high mechanical strength to failure, use of the free vascularized fibular graft (FVFG) has become the standard practice for bridging long-bone defects of the extremities [2] .
A 55-year-old male sustained infective nonunion of a distal femoral fracture. The pathogen was Pseudomonas aeruginosa. A large bone defect due to nonunion developed eventually (Fig. 1A) . A bone scan showed osteomyelitis. The patient underwent deep curettage of the left distal femur in the first stage, and ciprofloxacin was used to help control the infection. As this patient suffered from infective nonunion with limb shortening, we initiated treatment with a lengthening procedure. A monolateral external fixator (MEFiSTO) was applied to lengthen the shortened limb (Fig. 1B) . We aimed to lengthen the soft tissue at an even faster rate [3] . One month later, both lower extremities were equal in length after the lengthening procedure. A 12-cm bone defect was identified and reconstruction was planned (Fig. 1C) . We used a double-fold FVFG to fit to the structure of the supracondyle of the distal femur. A less invasive stabilization system-distal femur (LISS-DF; Synthes, Paoli, PA, USA) locking plate was used to fix both ends of the fracture. The patient started to undergo full-weightbearing ambulation without assistance 5 months postoperatively. His active knee motion was from 5 to 90 after rehabilitation. Union of the proximal and distal graft was achieved 7 months postoperatively (Fig. 1D) . The patient also recovered from chronic osteomyelitis after the FVFG and was very satisfied with the surgery.
The FVFG method has been widely accepted for the management of defects larger than 6 cm. The FVFG has unique anatomic and biological properties. First, its size and straight configuration allow insertion into the medullary canal of the femur or tibia, thereby facilitating reconstruction of large defects of up to 26 cm [4, 5] . Second, a FVFG accelerates the bone healing process because it bypasses the process of creeping substitution. Third, and most important of all, a FVFG provides an important source of vascularity to scarred and avascular recipient sites. 
